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Abstract 
 
Background: Tobacco use is one of world’s largest preventable causes of illness and 

premature deaths. Tobacco is a known or probable cause of some 25 diseases. It accounts 

for 4.9 million deaths per year worldwide. No study has been reported on the extent of 

tobacco use among outpatients in Sikkim. 

Objective: To assess the extent of tobacco use and factors associated with it, among 

outpatients attending General Outpatient Department in State Referral Hospital, Gangtok, 

Sikkim. 

Methods: It was a hospital based cross sectional study.  Using a systematic random 

sampling of 501 outpatients (Male 284), aged 13 years and above were selected. 

Information on tobacco use pattern and socio-demographic variables was collected using 

a pre-tested, structured interview schedule.  Bivariate and multivariate analyses were 

done by SPSS.  

Results: Overall prevalence of current tobacco use was 47.3% (95% CI 0.429 – 0.516).  

Prevalence of smoking was 12.4% (13.4% men; 11.1%women), chewing tobacco 26.9% 

(29.6% men; 23.5% women), both forms: 8 % (13.7% men; 0.5% women). Khaini was 

the most commonly used product. Multivariate logistic regression analysis showed that 

Men were 2.3 times more likely to be current tobacco users (56.7%) compared to women 

(35%) (OR: 2.3; 95% CI: 1.6, 3.3).  Unmarried were twice more likely to be current users 

compared to married (OR= 1.7; 95% CI 1.1 – 2.4). Hindus were 2.3 times more likely to 

use tobacco compared to Christians/ Muslims (OR: 2.3; 95% CI: 1.3 -4.0). Compared to 

unemployed, those in business or private service were 2.7 times more likely to be current 

users (OR: 2.7; 95% CI: 1.5-4.8). Compared to schedule tribe, others were 3 times more 

likely to use tobacco (OR: 3 .0; 95% CI 1.5-6.1). Alcohol users were 3 times more likely 

to be tobacco users compared to those who did not (OR 2.99; 95%CI 2.1-4.3). Current 

users were 2 times more likely to have Respiratory and Cardiovascular complaints 

compared to other complaints (OR 2.0; 95% CI 1.2 – 3.4 and OR 2.2; 95% CI 1.3 – 3.8 

respectively). Among women past users, 7.8% have smoked only during pregnancy due 

to pregnancy craving. Eighty seven percent of patients wanted to quit tobacco use. Only 

5.1% of patients were asked about their tobacco use by doctors.  

Conclusion: Nearly half of our sample outpatients were current users of tobacco. 

Cessation clinic is needed. As some women used smoking during pregnancy, appropriate 

intervention is needed at antenatal clinics. 



 
1. INTRODUCTION 

 

1.1 Background 

Tobacco or Nicotiana belongs to the family of plants called Solanaceae.1, 2 Columbus first 

discovered tobacco in the New World in the early 15th century and within 150 years of 

Columbus’s finding “strange leaves”, tobacco use became pervasive worldwide. Its rapid 

spread and widespread acceptance characterize the addiction elicited by Nicotiana 

tobaccum.3 Tobacco is cultivated in many regions around the world and can be legally 

purchased in all countries. The dried leaf of Nicotiana tobaccum is used for smoking, 

chewing and snuff.4 Tobacco use can be classified under six principal heading such as 

Cigarettes, Bidis, Cigars, Pipe tobacco, Snuff and Chewing. There are variants of uses 

within each group.1 It is the most widely distributed and commonly used drug in the 

world today. Cigarettes appeared in mass manufactured form in the late 1800’s with the 

advent of machine manufacturing technology. Since then, smoking has become the 

dominant form of tobacco use, through exploration; tobacco has spread worldwide on a 

massive scale.5  

1.2 Global Scenario 

World Health Organization estimates that globally, about one out of every in three adults 

smoke and that there were 1.1 billion smokers in the world at the beginning of 1990s. 

This accounts for nearly one-third of the global population, aged 15 years and older, with 

developing countries accounting for around 80% (800 million), most of them being men 

in the productive age group (35-69). The total number of smokers is expected to reach 

about 1.6 billion by 2025, if current trends persist.6, 7 WHO’s tobacco atlas states that, at 

the beginning of the 21st century about one – third of adults in the world including 

increasing number of women, used tobacco. Almost one billion men in the world smoke, 
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out of which, about 35% of men are in the developed countries and 50% of men are in 

developing countries. About 250 million women in the world are daily smokers; out of 

which, 22% of women are in the developed countries and 9% of women are in developing 

countries. In addition, many women in South Asia chew tobacco.3 For both males and 

females, wide variations in smoking prevalence were found between regions. Smoking 

prevalence among males was highest in East Asia and Pacific at 62%, and lowest in Sub-

Saharan Africa, at 28%. Among females, the smoking prevalence was highest in Latin 

America at 22%, and lowest in South Asia at 4% (cigarettes and bidis combined), and in 

the Middle East and North Africa, at 7%.8 Globally, smoking prevalence was higher 

overall for men (47%) than for women (12%).  Men account for 81% of all smokers. 8, 9, 10  

1.3 Indian scenario 

Adequate national data on tobacco prevalence is not currently available in India. Based on 

tobacco use among population sub-groups, it is estimated that 65% of all men use some 

form of tobacco (about 35% smoking, 22% smokeless tobacco and 8% both). Prevalence 

rate for women differed widely, from 15% to 67%. However, overall prevalence of bidi 

and cigarette smoking among women is about 3%. The use of smokeless tobacco is 

similar among women and men. About one-third (33%) of women use at least one form 

of tobacco. Smoking rates tend to be higher in rural areas than urban areas.5 The National 

Sample Survey data indicate that there are some 184 million tobacco consumers in India 

with some 96 million people use smokeless tobacco, while 20% consume cigarettes, 

nearly 40% smoke bidis and remaining 40% chew tobacco.11  

1.4 Consumption Pattern 

The consumption of tobacco has reached the proportion of a global epidemic. Tobacco 

companies are cranking out cigarettes at the rate of five and a half trillion a year – nearly 

1000 for every man, woman and child on the planet.3 There was large increase in 
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smoking in developing countries, especially among males, over the last part of the 20th 

century. This contrasts with the steady but slow decreases, mostly among men, in many 

industrialized countries. While prevalence of tobacco use has declined in some high-

income countries, it is increasing in some low and middle-income countries, especially 

among young people and women.4 WHO’s tobacco atlas states that over 15 billion 

cigarettes are smoked worldwide everyday. One in three cigarettes smoked in the world 

today are smoked in China. Global consumption of cigarette has increased rapidly from 

10 billion sticks in 1880 to 5,500 billions sticks in 2000. Currently the top 5 cigarette 

consuming countries are China (1643 billion), USA (451 billion), Japan (328 billion), 

Russia (258 billion) and Indonesia (215 billion). 3  

Tobacco consumption continues to grow in India at 2 – 3% per annum.5, 12 In 1992 6.1% 

of the world’s total un-manufactured tobacco and 1.5% of total manufactured cigarettes 

were consumed in India. The annual per capita consumption of cigarette increased from 

1010 in 1970-72 to 1370 in 1990-92.5 Today, of the 1.1 billion people who smoke 

worldwide, 182 million (16.6%) live in India.12 In India, approximately 194 million 

people aged 15 years and older (150 million men and 44 million women) consumed some 

form of tobacco. Almost 79% of tobacco consumers lived in rural areas.13 About 15 – 

20% of total tobacco consumed in India is in the form of cigarettes, about 25 –30% is 

consumed as chewing tobacco, pan masala, snuff, hookli, chutta, dhumti and other 

tobacco mixtures including ingredients like areca nut, and about 55% is in the form of 

bidis.14 WHO’s estimates show that, 7 bidis are sold for every cigarette in India.3 Apart 

from smoking and chewing form, various tobacco products are used as dentifrice in 

different parts of India. The use of tobacco products as dentifrice varied from 6% to 

68%.15 Currently India produces nearly 7% of world’s raw tobacco, making it the world’s 

third largest tobacco growing country after United States and China.16  



 4 

1.5 Tobacco related morbidity and mortality 

Nicotine, an alkaloid, is a constituent of all tobacco products and is fundamentally the 

reason why people use tobacco. Nicotine administration can lead to tolerance and 

physiological dependence.1 In the 1988 Surgeon general report, nicotine was designated a 

highly addictive substance.17 The tenth revision of International Classification of Disease 

(ICD-10 classification F17) has listed tobacco as mental and behavioral disorder. It is 

considered to be as strong as, or stronger than addiction to Heroin or Cocaine.18 Tobacco 

smoke contains approximately 4000 chemical substances, of which at least 438 can 

produce cancer. In addition, smokeless tobacco contains about 28 carcinogens. Some 

chewing tobacco products contain microscopic abrasions, which speeds the absorption of 

nicotine and carcinogens into the cell membranes.2 Tobacco is a known or probable cause 

of some 25 different diseases. Other people’s smoking contains essentially all of the same 

carcinogens and toxic agents that are inhaled by smoker. Other people’s tobacco smoking 

is harmful to non-smokers because it causes lung cancer and other diseases and 

aggravates allergies and asthma.19 Involuntary (passive) tobacco smoke may increase the 

lung cancer risk by 20%. 20  

Cancer rate could further increase by 50% to 15 million new cases in the year 2020, 

according to the World Cancer report. However, the report also provides clear evidence 

that healthy lifestyles and public health action by governments and health practitioners 

could stem this trend, and prevent as many as one-third cancers worldwide.20 

Indian Council of Medical Research (ICMR) says that nearly 160000 people develop 

cancer in India each year as result of tobacco consumption. Some 4.5 million people with 

angina or heart disease and about 3.9 million people with Chronic Obstructive Pulmonary 

Disease(COPD) have also been affected by smoking.11 Tobacco is one of the leading 

causes of global burden of diseases. It causes 59 million disability adjusted life years.21 
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Smokeless tobacco is an important etiological factor in cancers of mouth, lip, tongue and 

pharynx. It is not surprising therefore, that India has one of the highest rates of oral cancer 

in the world. These rates are steadily increasing and oral cancers are occurring more 

frequently among younger individuals.12, 22, 23 Because Gutkha chewing is socially 

accepted, large amounts are consumed by women and school children.23 Some studies 

have shown that oral cancer risks were elevated among users of smokeless tobacco, with 

relative risks, the estimate of the ratio of oral and pharyngeal cancer risks in smokeless 

tobacco users verses nonusers, ranging from 2.3 to 11.2, suggesting moderate to strong 

associations between smokeless tobacco use and oral cancer sites.24 A study in India 

showed that bidi and hookah smoking is both clastogenic and genotoxic for human 

beings.14  

Lung cancer ranks among the top three killers in men in almost every metropolis in India. 

The situation is alarming, with ever-increasing incidence among women and non-smokers 

exposed to smoke (passive smoking).14 Cancer of esophagus is the most commonly 

diagnosed cancer in males in Assam, in northeast India, and ranks second for females. 

The use of fermented betel nut with any form of tobacco was found to be causal for this 

cancer.14 The estimated total number of adult COPD patients aged 30 years and above in 

India were 8.15 million males and 4.21 million females. Bronchial asthma is one of the 

most common illnesses in rural children. One-fourth of smokers above the age of 40 in 

urban India suffer from chronic bronchitis.14  

A strong positive association between tobacco use and tuberculosis had been 

demonstrated in several Indian studies. Thus, in regions where tuberculosis is prevalent, 

smokers also face greater risk than nonsmokers of dying from this disease.6, 25, 26  

Cigarettes kill half of all lifetime users. Half die in middle age between 35 and 65 yrs old. 

No other consumer product is as dangerous, or kills as many people. Tobacco kills more 
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than AIDS, legal drugs, illegal drugs, road accidents, murder and suicide combined.3 

Annually, one in every eight deaths in developing countries is caused by tobacco; two 

times that in developed world.27 According to the most recent estimate by the World 

Health Organization (WHO), 4.9 million people worldwide died in 2000 as a result of 

their addiction to nicotine, about half of them prematurely.28 The 3.84 million of these 

deaths were in men.29 This huge death toll is rising rapidly, especially in low and middle-

income countries, where most of the world’s 1.2 billion tobacco users live. Developing 

countries also account for about half of the world disease burden related to tobacco.28 The 

leading causes of death from smoking were cardiovascular diseases (1.69million deaths), 

COPD (0.9million deaths), and lung cancer (0.85million deaths). 28,29  

Tobacco is responsible for 800000 deaths per annum in India. It is estimated that 40% 

deaths among men and 4% deaths among women are tobacco related. Cardiovascular 

disease, Cancer and COPD have been identified as the major causes of these deaths.14 

According to WHO, by 2020, tobacco will be solely responsible for 13.3% of all deaths in 

India. More than 1.5 million Indians- a sixth of the global toll 10 million- will suffer as a 

result of a habit acquired today. Continued tobacco use will also mean a combined 

national loss of 18.183 million productive life loss.11 

Today tobacco claims one new victim every eight seconds. No people and no countries 

are safe from the tobacco menace.30 If its use goes unchecked and unregulated, tobacco 

will be killing 10 million people annually by 2030 – 70% of these deaths will be in 

developing countries, with India and China taking the lead. In the next 30 years, tobacco 

will kill more than the combined death toll from Malaria, Tuberculosis, Maternal and 

Child diseases31. This fact is especially painful because the tobacco epidemic is one of the 

leading preventable causes of death and disability among adults today28.  
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1.6 Hazardous effects of tobacco on special population- women and children 

Tobacco use among women is increasing especially among younger age group. A report 

released at the world Conference on Tobacco and Health shows that young girls are 

smoking cigarettes almost as much as young boys.32  

Women suffer additional health risks from tobacco use. Further more women who smoke 

and use contraceptive pills are at greater risk of cardiovascular disease than those who use 

the pill and do not smoke. Menstrual disorders including dysmenorrhoea, premenstrual 

tension, irregular menses and secondary amenorrhoea have been associated with smoking, 

and women who smoke typically go through the menopause two or three years earlier 

than non-smokers. Smoking seems to increase the risk of estrogen deficiency diseases, 

such as postmenopausal osteoporosis and subsequent fractures.1, 33, 34 Women who smoke 

have increased risk of conception delay, primary and secondary infertility. Lung cancer is 

now the leading cause of cancer death among U.S. women; it surpassed breast cancer in 

1987. About 90% of all lung cancer death among women who continue to smoke is 

attributable to smoking. 33, 34 In 1999, approximately 165000 women died prematurely 

from smoking- related diseases in US.33 Smoking during pregnancy is dangerous to the 

mother as well as to foetus, especially in poor countries where health facilities are 

inadequate. Smoking in pregnancy causes increased risks of spontaneous abortion, 

ectopic pregnancy, abruptio placentae, placenta previa, premature rupture of the 

membranes, premature birth and stillbirth. Even smoking by others around a pregnant 

women, has a harmful effect on a foetus.1, 3, 33, 34 Thus, smoking during pregnancy 

remains a major public health problem despite increased knowledge of the adverse health 

effects of smoking during pregnancy. Although the prevalence of smoking during 

pregnancy has declined steadily in recent years, substantial numbers of pregnant women 

continue to smoke.34 A less studied health consequence is the effect of smokeless tobacco 
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use on reproduction. Two studies have indicated that smokeless tobacco use during 

pregnancy leads to significant, lower birth weight, higher placenta weight and higher 

infant mortality.35  

It is seen that women are less confident about their ability to quit smoking than men (30% 

vs 53%). Women have fewer successful smoking cessation attempts and more relapses 

than men.33 

Maternal smoking is not only harmful during pregnancy, but has long-term effects on the 

baby after birth. It causes low birth weight baby, birth defects, eg congenital limb 

reduction, increased nicotine receptors in baby’s brain, possible physical and mental long-

term effects, and sudden infant death syndrome. 33, 34  

Children who are constantly exposed to tobacco smoke have a tendency to suffer from a 

series of health problems like lower respiratory tract infection, increased number and 

severity of asthma attacks and chronic middle ear infection.1, 33, 34 Acute respiratory 

illness during childhood may have long- term effects on the growth and development of 

the lungs, and might make the lungs more susceptible to the effects of active smoking, as 

well as to the development of COPD in adult life.1 Children exposed to Environmental 

Tobacco Smoke (ETS) at home had more annual days of restricted activity, bed 

confinement, and school absences than with children not exposed to ETS at home36. ETS 

exposure has been evaluated as a risk factor for the major childhood cancers. However 

the evidence is limited.32 Maternal smoking causes increased likelihood of infant smoking 

as a teenager. Teens who smoke are three times more likely than non smokers to use 

alcohol, eight times more likely to use marijuana, and 22 times more likely to use 

cocaine. Smoking is associated with a host of other risky behaviors, such as fighting, 

carrying weapons and engaging in unprotected sex.37 Tobacco is often the first drug used 

by the young people.36,38 Young children are precisely the group that the tobacco industry 
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skillfully recruits to replace dead smokers.39 Thus World Health Organization is focusing 

on children since ‘250 million children and young people alive today will be prematurely 

killed by tobacco unless tough action is taken now. One third to one half of adolescents 

who ‘experiment with cigarette’ become regular smokers, says WHO.40  

1.7 State Profile 

Sikkim is a small, hilly state located in the eastern Himalayas. It became 22nd state of the 

Indian union from 28 April 1975 (Directorate of census operations, Sikkim, 1992). It is 

bounded by Tibet (China) in the north, Bhutan in the east, Nepal in the west and West 

Bengal in the south. The state is divided into four districts namely east, west, north and 

south. It has a population of 5,40493 as on March 1,2001(census). Health care provision 

is predominantly public sector. It has 147 Primary Health Sub-centres, 24 Primary Health 

Centers, 4 District Hospital in each districts, 1 State Referral Hospital and 1 Central 

Referral Hospital cum Medical College (private) in Gangtok. In public sector there are 

total 198 doctors including administrators, program officers, clinicians (as on 

31.03.2003). 41,42 

Prevalence of tobacco use: Three different studies show following prevalence rate of 

tobacco use in the state. 

National Family Health Survey 2 (NFHS2) in Sikkim43 indicates current smoking 

prevalence: male=20%, female= 8%. Current chewing tobacco: male = 40%, female = 

19%.  

Health Status in Sikkim 1998 44 showed smoking: male = 20%, female = 9.9%. chewing 

tobacco: male = 26%, female = 11.8%.  

 The India – Sikkim Global Youth Tobacco Survey (GYTS) a school based survey of 

students in students in standard 8 – 10, conducted in 200145 showed use of any tobacco: 

Total = 54.7%, male = 68.1%, female = 38.3%.  
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Current cigarette smoking: Total = 18.0%, male =24.1%, female = 10.5%. Current use 

chewing tobacco: Total = 37.9%, male = 45.5%, female = 28.6%.  

This study also shows high exposure of environmental tobacco smoke. 72.2% of students 

live in homes where others smoke and 77.3% are around others smoke in places outside 

their home.  

No data on tobacco related morbidity and mortality is available in the state, as no such 

studies have been done. Since July 1,2003 Population Based Cancer Registry (PBCR) 

started collecting core information on cancer cases. PBCR’s data shows that crude 

incidence rate of cancer has increased in 2003 compared to previous year and the 

incidence is higher among women than men.46 

Table (1) Crude incidence rate of cancer in Sikkim 

Crude incidence 

rate/100000 pop 

2001 

Total cases191 

2002 

Total cases180 

2003 

Total cases204 

Total 35.04 33.02 37.43 

Male 17.79 16.88 15.77 

Female 17.24 16.14 21.65 

Source: PBCR Sikkim 

Table (2) Leading sites of cancer in Sikkim 

Leading Sites 2001(191 cases) 2002 (180 cases) 2003 (204 cases) 

 L.N. Metastasis 25 19 28 

Esophagus 16 15 21 

Liver primary 14 17 15 

Cervix 8 14 15 

Breast 18 13 15 

Larynx 2 8 10 

Nasopharynx 5 8 10 

Stomach 17             11 9 

Source: PBCR Sikkim 
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Cancer rate is increasing but there is no oncology department in the state and cancer 

patients are referred outside state for specialized treatment. If cancer patient is a bona fide 

Sikkimese, then he/ she will get Rs 10,000 from the State as medical aid. If the patient is 

regular government employee or dependant on regular government employee then full 

treatment expenditure will be reimbursed.  

Prevalence rate of tuberculosis is also high in Sikkim, 1002 per 100000 population.43 

To deal with cardiovascular diseases, there is only one cardiologist for entire state. For 

COPD and other respiratory cases, there are only five Medical specialists in Government 

sector (as on March 2003). Thus it is not easy for the health sector to tackle the problem 

of tobacco related morbidity.  

 Tobacco control measures 

1. There is a ban on sale of Gutka since March 3, 2002. 

2. Sale of tobacco products within100 meters from school building is prohibited. 

3. Smoking in public places is prohibited since 2002 May.  

  

1.8 Rationale 

Tobacco use is one of the major public health challenges facing the world today.  

Epidemic of tobacco is spreading everywhere and Sikkim is no exception. NFHS 2 and 

GYTS showed high prevalence of tobacco use in Sikkim. Tobacco products and alcohol 

are easily available in this state.   

Tobacco use is a preventable serious health hazard that can directly cause morbidity and 

mortality. It can also cause severity of experience of other ailments as well. However 

such linkages are hardly ever made, especially in general outpatient settings. Making such 

linkages are crucial for the treatment, prognosis and out come of any disease. The 

question is to what extents do patients and providers in general outpatient setting 
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perceives this linkage. By assessing the tobacco use pattern among outpatients we could 

determine the magnitude of the problem of tobacco use. It is also important to know 

whether patients are assessed of tobacco use and whether they get advice to quit from 

their doctors, because doctors could play a significant role in tobacco control. This study 

was conducted to assess the extent of tobacco use among out patients and to address the 

need of appropriate intervention at the outpatient setting so that tobacco related mortality 

and morbidity could be prevented. Lack of similar studies in Sikkim was one more reason 

for doing this study.  

 

1.9 Objective 

To assess the extent of tobacco use and factors associated with it, among patients 

attending General Outpatient Department in a State Referral Hospital, Gangtok , Sikkim. 
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2.METHODOLOGY 
 

2.1 Study Setting 

The area of study selected was State Referral Hospital in Gangtok the capital of Sikkim. 

This hospital was chosen, as this is the only state referral hospital in Sikkim and it caters 

to a large number of patients. There are only two hospitals in Gangtok. One is the State 

Referral Hospital and the other Central Referral Hospital cum Medical College (private). 

Number of patients attending private Medical College Hospital is low; and their medical 

students come to State Referral Hospital for their clinics. There is no other private 

hospital in Sikkim. The General Out Patient Department (GOPD) was selected for study 

because this clinic remains open on all working days where as specialty clinics have their 

specific clinic days. Medical officers with MBBS degree run this clinic. All the patients 

come to this GOPD first; from here they are referred to concerned clinics. Therefore, this 

GOPD is the first contact point for the patients and it provides primary care to variety of 

cases.  

2.2 Study Design 

Hospital based cross sectional survey. 

2.3 Study Period 

This study was conducted from the 2nd January 2004 to 30th March 2004. 

2.4 Participants 

 Patients: All the patients, both male and female aged 13years and above, attending 

GOPD during the period 2nd Jan 2004 and 30th March 2004 were eligible. Age 13 yrs and 

above was chosen because patients below 13yrs go to Pediatric OPD, even if they come 

to this GOPD they were usually accompanied by their parents or elders and were not in a 

position to give interview freely.  
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Exclusion criteria: Those patients were excluded who were unable to communicate 

verbally (patients with hearing or speech disability), who were advised to attend specialty 

clinic immediately, who were advised for an urgent investigation or admission and who 

were not willing to participate. 

 

2.5 Sample Size 

As per NFHS2 (1998-1999) the prevalence tobacco use in Sikkim is as follows: 

 Smoking: 20% among men and 8% among women. Chewing tobacco: 40% among men 

and 19% among women. 

Therefore, taking the prevalence rate of tobacco use as 40%, sample size was calculated 

by using the formula, n= 4*pq /d2. 

For a cross sectional study, where, n = sample size, p = prevalence, q = 1-p and  

d = desired precision. 

p=40% i.e. 0. 4,  

q= 1 -  0.4 = 0. 6, 

d= +_ 5% =  0. 05, 

n= 4 * 0.4 * 0. 6/ (0. 05) 2  = 384 

Data collected from 501 samples. 

 

2.6 Sample selection procedure 

Participants were selected by systematic random selection. The average number of 

patients per day in GOPD was around 100 (during winter season number of patients are 

less), out of which every fifth patient was selected for interview. The interview was 

conducted in a room adjacent to the GOPD. Every 5th patient was selected according to 

serial number from the GOPD register. After attending GOPD, selected candidate was 
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escorted to interview room. One under-graduate student was recruited to assist and was 

instructed on how to select every 5th patient. He selected the participant and accompanied 

the patient for the interview, after the medical officer attended the patient. The participant 

was then requested to sit down and was explained about the purpose of the study. Verbal 

consent was taken from each participant and he/she was interviewed separately. 

Participants were told that they were free if they choose not to participate. Those who had 

to go for an urgent investigation, had to go to specialty clinic, those who were advised for 

an admission or those who refused to participate were excluded. Total 10 to 15 patients 

were interviewed per day after excluding 3 to 5 patients. On an average 25 minutes was 

spent on each interview. 

2.7 Study tool  

Pre-tested structured interview schedule for study subjects.  

2.8 Methods of data collection - Pre testing was done on 2nd and 3rd January 2004, using 

interview schedule. 4th January being Sunday, the actual data was collected from 5th 

January 04 to 30th March 04. The GOPD remains closed during Government holidays so 

data was not collected on holidays. Pre-tested interview schedule was used to capture 

information on following variables. 

2.9 Variables 

2.9.1 Dependent variable - Tobacco use is the dependent variable. It was classified into 

three groups. 

1. Never tobacco user: One who has never used any tobacco.  

2. Past - tobacco user: One who used any tobacco any time in the past but has 

stopped using it currently (in last 30 days preceding study). 

3. Current tobacco user: One who used any tobacco one or more days currently (any 

time in the 30 days preceding the study). 
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2.9.2 Independent variables 

1. Age was required to assess age wise tobacco use and to determine the difference 

across age groups and time of initiation of tobacco use. Studies have shown that 

many young people start this habit quite early. It was categorized into four groups 

– (1) 13 – 25 yrs, (2) 26 – 39 yrs, (3) 40 – 59 yrs and (4) 60 yrs and above. 

 

2. Sex was assessed to find sex wise prevalence and the difference in tobacco use 

between men and women. It is seen that prevalence of tobacco use is more in men 

than women. 

 

3. Religion was assessed to find any religious difference in tobacco use. The 

responses were grouped in to four – (1) Hindu, (2) Buddhist, (3) Christian and (4) 

Muslim.  

 

4. Community Status was assessed to find prevalence and differences in tobacco use 

among communities. It was classified into four groups – (1) Schedule Caste, (2) 

Schedule Tribe, (3) Other Backward Class and (4) Others (people from other 

states). 

 

5. Literacy status was assessed to find if education was linked to tobacco use. 

Responses were categorized into four groups – (1) Illiterate, (2) 1st – 5th std. ,(3) 

6th – 10th std, and (4) 11th std and above.  
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6. Marital Status was assessed to find if it influences tobacco use. It was categorized 

into two – (1) Unmarried (never married) and (2) Married (ever married that 

includes married with spouse, separated, divorced and widowed).   

 

7. Occupation was assessed to find if it influence tobacco use. It was categorized into 

five groups – (1) Unemployed, (2) Private Service/ Business (3) Government 

Service (4) Students (5) Others (farmers, daily wagers, pensioners, social workers, 

panchayats). 

 

8. Household size – The actual number of people who ate from the same kitchen was 

taken as the number of people living in the same house. It was assessed to find if it 

influence tobacco use. It was grouped into two – (1) 1 – 5 members and (2) 6 and 

more members.  

 

9. Reported monthly family income was asked to find if it influences tobacco use. It 

ranged from Rs 300 – Rs 20000.  For the analysis the 33.3rd and 66.7th  percentile 

were taken to categorize responses into three groups from lower to higher income 

group – (1)< Rs 3000, (2) Rs 3000 – Rs 6000 and (3) >Rs 6000. 

 

10. Per capita monthly income was assessed to find if it influences tobacco use. It was 

calculated by total monthly family income divided by household size. It was then 

grouped into three keeping in account 33.3rd and 66.7th percentiles. (1) < Rs 650, 

(2) Rs 650 – Rs 1200 and (3) > Rs 1200. 

 

11. Present complaints were assessed to find if it was related to tobacco use. 
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12. Familial use of tobacco (among father, mother, brother, spouse and others) was 

assessed for determining the prevalence and product used in the family.  

 

13. Whether tobacco has beneficial effect was asked to find the wrong perception 

about tobacco use.  

 

14. Knowledge about the harmful effects of tobacco was assessed to find the level of 

awareness about harmful health effects of tobacco use 

 

15. Knowledge about passive smoking was assessed to find the level of awareness 

about harmful effects of passive smoking. 

 

16. Knowledge about prohibition on sale of Gutka and smoking in public places was 

assessed to find their awareness level and opinion regarding Government’s control 

measures.   

 

17. Alcohol consumption was assessed to find if it influences tobacco use. Studies 

have shown that tobacco users are more likely to consume alcohol and alcohol is 

culturally accepted in Sikkim. 

 

18. Age of initiation was assessed to find the time of starting tobacco use. 

 

19. Reasons for starting and who introduced to tobacco use were assessed to find what 

factor or which person influenced the decision to use tobacco.  
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20. Product used was assessed to find which product is commonly used. 

 

21. Frequency of use was assessed to find degree of tobacco use in the preceding 

month. The responses were categorized into five groups – (1) 1-7days, (2) 8 – 

12days, (3) 13 – 20 days, (4) 21 – 29 days and (5) all 30 days. 

 

22. Attitude regarding quitting was assessed to find whether tobacco users desired to 

quit or not and why, and whom they would approach for quitting. 

 

23. Whether users ever tried to quit was asked to find their motivation for quitting. 

 

24. Whether doctors asked about their tobacco use habit and if any doctor ever 

advised to quit were assessed to find doctors attitude towards problem of tobacco. 

 

25. Whether patients thought their illness was related to tobacco use was assessed to 

find their perceived relation between illness and tobacco use habit. 

 

26. Reasons for quitting were assessed among past tobacco users to find what factor 

influenced quitting. 

 

2.10 Measurement of tobacco use: 

Prevalence of tobacco use was used to measure exposure to tobacco. 

                                                   Number of tobacco users in study population  
 Prevalence of tobacco use =     _____________________________________     * 100                                                                                  
                                                      Total size of the study population    
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2.11 Ethical Issues      

The written permission to conduct the study in State Referral Hospital was obtained from 

the Secretary, Health and Family Welfare Department; Government of Sikkim. 

Permission from the Superintendent of the hospital was also taken.  All the participants 

were explained about the purpose of the study, and were assured of full confidentiality. A 

verbal consent was taken from each participant prior to interview. They were told that 

they have the freedom for not to participate if they feel so. Those who were not willing to 

give interview were excluded. 

 

2.12. Statistical Analysis 

The data collected after the interview was scrutinized and organized. The final data was 

entered into the software program Excel. Data analysis was done using SPSS version 11 

statistical software program. Univariate, bivariate and multivariate analyses of the 

responses were carried out. For testing statistical associations between groups, Chi- 

square test for comparing proportions was used, with statistical significance taken at p = < 

0.05. 

 

2.13 Limitations and Strengths 

2.13.1 Limitations 

1. These data apply only to patients who attended the GOPD and therefore it does 

not represent the community. 

2. This study was limited to out patients only and did not include indoor and 

emergency patients. 



 21 

3. Since pregnant women go to ANC clinic directly, they could not be included in 

this study. 

4. Patients below 13 years of age were not included. 

5. Since it was hospital based study, under reporting of current use and over 

reporting past use may be possible. 

 

2.13.2 Strengths 

1. Single investigator conducted the study with the help of one assistant. 

2. Since there was an interview schedule, there was 100% response rate to all the 

questions. 

3. Good response from the participants though they were sick. 

4. Though this study does not represent community, it may capture large variations 

in population because, this is the only referral hospital in public sector, and health 

care in Sikkim is predominantly public sector. 
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3. RESULTS 
 

This study revealed the following results. 

3.1 Socio-demographic characteristics of sample population 

Table 3 shows the distribution of patients by sex and age. The majority, 56.7 %, were 

men and 43.3% were women. The age of patients ranged from 13 – 78 with a mean of 

33.52 (SD =14.88). 

                            

Table (3) Distribution by sex and age, n = 501 

 

 
Sex 

 

 
Frequency 

 
Percent 

Men 284 56.7 
Women 217 43.3 

Total 501 100% 

Age Group 
13 – 25 years 200 39.9 
26 – 39 years 144 28.7 
40 – 59 years 115 23.0 

60 years and above  42  8.4 
Total 501 100% 
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Table 4 shows the distribution by religion and community status. The majority, 60.5 % of 

the patients were Hindus. Half of the respondents belonged to Other Backward Class. 

Table (4) Distribution by Religion and Community status 

 
 

                      * People from other States. 

 

 

Table 5 shows distribution by literacy and marital status. About one fourth (23.6%) of 

patients were illiterate.  The majority of the patients were married.(57.5 %)  

 

Table (5) Distribution by Literacy Status and Marital Status 

Literacy Status Frequency  Percent  
Illiterate 118 23.6 
1st – 5th std 102 20.4 
6th – 10th std 193 38.5 
11th and above 88 17.6 
Total 501 100% 
Marital Status 
Unmarried 213 42.5 
Married * 288 57.5 
Total 501 100% 

                      * Married with spouse, separated, divorced and widowed  

 

 
Religion Frequency Percent 

Hindu 303 60.5 
Buddhist 130 25.9 
Christian/ Muslim 68 13.6 
Total 501 100% 
    
Community Status 
Schedule Caste 61 12.2 
Schedule Tribe 138 27.5 
Other Backward Class 255 50.9 
Other * 47 9.4 
Total 501 100% 
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Table 6 shows occupation of the patients. 22.1% were unemployed. 33.9% of patients 

have per capita monthly income of less than 650 rupees. 

Table (6) Distribution by occupation and per capita monthly income. 

 

Occupation Frequency Percent 
Unemployed 111 22.1 
Business/Private service   94 18.8 
Government Service 101 20.1 
Student    73 14.6 
Others * 122 24.4 
Total 501 100 
Per Capita Monthly Income 

<650 Rupees 170 33.9 
650 – 1200 Rupees 166 33.1 

> 1200 Rupees 165 32.9 
Total 501 100 

                    * Farmer, Daily wagers, Pensioners, Social workers, Panchayats. 
 

 

Table 7 shows Tobacco use in family. The reported prevalence of tobacco use in family 

was 62.4%. Khaini was the most commonly used tobacco product followed by cigarette. 

Table (7) Familial Use of Tobacco 

Familial use of Tobacco Frequency Percent 
Yes 304 60.7 
No 197 39.3 

Total 501 100 
Product used in family (Multiple response)* 

Cigarette 107 35.2 
Bidi 76 25.0 

Khaini 210 69.1 
Gutka 28 9.2 

Panmasala 8 2.6 
Zarda pan 73 24.0 

                        

      * Some people were using more than one product so percentage   will not add up to 

100. 
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 Table 8 shows prevalence of tobacco in the family. In those families where tobacco was 

used, spouses were most likely to be the users followed by fathers. 

 

         Table (8) Prevalence of tobacco use in the family 
 

 
Family 

 

 
Smoking 

Form 

 
Chewing 

Form 

 
Both Form 

 
Total * 

Father 28 (9.2) 53 (17.4) 15 (4.9) 96 (31.6) 
Mother 19 (6.2) 33 (10.8) 5 (1.6) 57 (18.7) 
Brother 19 (6.2) 26 (8.5) 12 (3.9) 57 (18.7) 
Spouse 30 (9.9) 60 (19.7) 31 (10.2) 121 (39.8) 
Others 6 (2.6) 34 (11.2) 7 (2.3) 49 (16.1) 

Figures in bracket are percentage. 

* Some people were using more than one product so the percentage will not add up to 

100. 
 

 

Table 9 shows alcohol consumption among out patients. Almost half, 45.1 %, of the 

patients reported that they consume alcohol. 

                 

Table (9) Alcohol Consumption among out patients 
 

 
Alcohol Consumption 

 
Frequency Percent 

Yes 226 45.1 
No 275 54.9 

Total 501 100 
 

 
 
 
 
3.2 Knowledge and attitude 
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Table 10 shows perceived association with beneficial effects. Although 92.8 % patients 

felt that tobacco has no beneficial effects, 1.6 % felt that using tobacco has beneficial 

effects. They perceived that tobacco prevents dental caries.  

              

Table (10) Perceived association with beneficial effects 

 

 
Do you think tobacco has beneficial effects? 
  

Frequency Percent 

Yes     8   1.6 
No 465 92.8 
Don’t know   28  5.6 
Total 501 100 
 
What are the beneficial effects of tobacco? 
 
Reduces Stress 3 37.5 
Prevents Dental Caries 4 50.0 
Keeps Body Warm 1 12.5 
Total 8 100 

  

 

 

 

 

 

 

 

 

 

Table 11 shows the awareness about harmful health effects of tobacco use. An 

overwhelming majority, 90.2 %, felt that using tobacco was harmful to health. The 
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majority felt that smoking was more harmful than chewing tobacco. Majority knew that 

tobacco causes cancer.  

Table (11) Awareness about the harmful health effects of tobacco 

 

 
Tobacco has harmful health effects 

 
Frequency 

 

 
Percent 

Yes 452 90.2 
No    5    1.0 

Don’t know 44    8.8 
   
 Harmful health effects *                              n = 452 

Cancer 265 58.5 
Lung diseases 175 38.6 
Tuberculosis   81 17.9 

Heart diseases  15   3.3 
 High Blood Pressure  10   2.2 
Liver, Kidney and Brain diseases  78 17.2 

Others * * 185 40.8 
Don’t know * * *  30   6.6 

 
 Harmful tobacco product *                           n = 452 

Cigarette 172 34.3 
Bidi 165 32.9 

Khaini  23   4.6 
Gutka  53 10.6 

Panmasala    3   0.6 
Zarda pan 13   2.6 

All above products              214 42.7 
    

   * Some people said more than one disease, so the percentage will not 

add up to 100. 

                 * * Weakness, Anemia, Discoloration of teeth, Stone in stomach. 

    * * * Some people said that tobacco was harmful to health but did not know 

what disease it causes. 

                      

 

 

 

Table 12 shows their knowledge about passive smoking.  Only 25.3 % said that other 

people’s smoke was harmful to their health. 
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Table (12) Awareness about harmful effects of passive smoking 
 

Smoke from other people’s cigarette/bidi is harmful to 
you?  

 
Frequency 

n = 501 
Percent 

Yes 127 25.3 
No   48 9.6 

Don’t know 326 65.1 
 

 

Table 13 shows their awareness and attitude towards State Government’s tobacco control 

measures. Only 10.5 % patients knew that State Government has prohibited   smoking in 

public places.  When they were asked weather there should be such prohibition, almost 

all, 99.4 % said yes. Half of the patients, 49.9 % knew that sale of Gutka was prohibited 

in the State. 

Table (13) Awareness and attitude towards Government’s tobacco control measures  

Is smoking in public 
places prohibited in 

Sikkim 

Frequency 
n =501 Percent 

Yes 53 10.5 
No 121 24.2 

Don’t know 327 65.3 
 Do you think there should be such prohibition? 
 

Yes 498 99.4 
No 3   0.6 

 Is sale of Gutka  prohibited in Sikkim? 
 

Yes 250 49.9 
No 40 8.0 

Don’t know 211 42.1 
 

 

 

3.3 The prevalence of tobacco use in study population 
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The prevalence of any tobacco use was estimated. The separate prevalence was estimated 

by sex, age, religion, community status, marital status, occupation, per capita monthly 

income and alcohol consumption.  

 

Table 14 shows tobacco use among out patients. The majority, 47.3% were using tobacco 

currently, 25.3% were past-users, while 27.3% have never used tobacco. Current use was 

more prevalent among men than women. 

      

Table (14) Tobacco use among outpatients 

 

 

 

 

 

                  

                  

Figures in bracket are percentage. 

                  

                  

 

 

 

 

 

 

 

 

Table 15 shows current use among men and women. Overall, current use was higher 

among oldest age group. Among men highest percentage (64.2%) of current users were in 

 
Tobacco use 

 
Overall 

 
 

Men 
 

 
Women 

Never users  137 (27.3) 60 (21.1) 77 (35.5) 
Past-users  127 (25.3) 63 (22.2) 64 (29.5) 

Current users  237 (47.3) 161 (56.7) 76  (35.0) 
Total         501 (100) 284 (100)      217 (100) 
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younger age group, where as among women it was highest in oldest age group. Current 

use was more prevalent among Hindus. Among four community groups, percentage of 

current use was highest in others and lowest among schedule tribe. Overall current use 

was more prevalent among illiterates and this pattern was similar among men and women.  

 

Table (15) Current use of tobacco among men and women in relation to age, 

religion, community status and literacy status. 

           Figures in bracket are percentage. 

          * People from other states.  

 

Socio-demographic 
factors 

Total   
men 
n = 
284 

Current user 
Men 

n =161(56.7) 

Total 
Women 
n = 217 

Current user 
Women 

n= 76 (35) 

Current use 
Overall 
n = 237 
(47.3) 

 
Age  

13 – 25 yrs 109 70 (64.2) 91 29 (31.9) 99 (49.5) 
26 – 39 yrs    81 43 (53.1) 63 27 (42.8) 70 (48.6 
40 – 59 yrs   69 34 (49.3) 46 11 (23.9) 45 (39.1) 

60 yrs and above   25 14 (56.0) 17 9 (52.9) 23 (54.8) 
 
Religion  

Hindu 179 110 (61.5) 124 49 (39.5) 159 (52.5) 
Buddhist   70 36 (51.4) 60 20 (33.3) 56 (43.1) 

Christian/Muslim  35 15 (42.9) 33 7 (21.2) 22 (32.3) 
 
Community Status 

Schedule Caste 32 18 (56.2) 29 14 (48.3) 32 (52.5) 
Schedule Tribe 72 35 (48.6) 66 22 (33.3) 57 (41.3) 
Other Backward 

Class   144 83 (57.6) 111 33 (29.7) 116 (45.5) 

Others* 36 25 (69.4) 11 7 (63.6) 32 (68.1) 
 
Literacy Status  

Illiterate 44 31 (70.5) 74 32 (43.2) 63 (53.4) 
1st – 5th std 66 34 (51.5) 36 12 (33.3) 46 (45.1) 

6th – 10th std       
112 64 (57.1) 81 24 (29.6) 88 (45.6 

11th std and above 62 32 (51.6) 26 8 (30.8) 40 (45.4) 
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Table 16 shows current use among men and women in relation to marital status, 

occupation, per capita monthly income and alcohol consumption. Current use was more 

prevalent among unmarried (62.3%) than married (51.9%). Percentage of current use of 

tobacco was higher among those in business or private service than in other services. 

Overall current use was less prevalent (44.2%) among those with higher per capita 

monthly income. Percentage of current use was higher (61.9%) among those who take 

alcohol and this pattern was similar in both men and women. 

 

Table (16) Current use among men and women in relation to marital status, 

occupation, per capita monthly income and alcohol consumption. 

 

Figures in bracket are percentage. 

 

Socio-demographic 
factors 

Total 
men 
n = 284 

Current use 
Men 
n 
=161(56.7) 

Total 
Women 
n = 217 

Current use 
Women 
n= 76 
(35.0) 

Current use 
Overall 
n = 237 
(47.3) 

 
Marital Status  

Unmarried 130 81 (62.3) 83 36 (43.4) 117 (54.9) 
Married 154 80 (51.9) 134 40 (29.9) 120 (41.7) 

 
Occupation  

Unemployed 12 5 (41.7) 99 39 (39.4) 44 (39.6) 
Business/Private service 75 53 (70.7) 19 7 (36.8) 60 (63.8) 

Government service 77 35 (45.5) 24 6 (25.0) 41 (40.6) 
Students 43 25 (58.1) 30 8 (26.7) 33 (45.2) 
Others 77 43 (55.8) 45 16 (35.6) 59 (48.3) 

 
Per capita monthly income  

< Rs 650 89  51 (57.3) 81 31 (38.3)  82 (48.2) 
Rs 650 - 1200 94 53 (56.4) 72 29 (40.3)  82 (49.4) 

> Rs 1200 101 57 (56.4) 64 16 (25.0) 73 (44.2) 
 
Alcohol consumption  

Yes 153 108 (70.6) 73 32 (43.8) 140 (61.9) 
No      131 53 (40.5)   144 44 (30.6)  97(35.3) 
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Table 17 shows form of tobacco used currently. Overall, prevalence of chewing (26.9%) 

was higher than smoking (12.4%) and this pattern was similar among men and women. 

Prevalence of both forms was predominant among men. 

 

Table (17) Form of tobacco used currently in relation to sex and age. 

                

                

 

               

 

 

 

 

 

 

 

 

                                 

 

Figures in bracket are percentage. 

 

 

 

 

 

 

 

 

 

 

 

 
    
    Prevalence Total 

      
         Form of current tobacco used 
 
 
Smoking 
 

Chewing Both forms 

Overall 501 62 (12.4) 135 (26.9) 40 (8.0) 
 
Men    
13 – 25 years 109 17 (15.6) 35 (32.1) 18 (16.5) 
26 – 39 years   81 7 (8.6) 24 (29.6) 12 (14.8) 
40 – 59 years   69 10 (14.5) 17 (24.6)   7 (10.1) 
60 yrs and above   25 4 (16.0)  8 (32.0) 2 (8.0) 
Total    284 38 (13.4) 84 (29.6) 39 (13.7) 
 
Women    
13 – 25 years  91 4 (4.4) 25 (27.5) 0 
26 – 39 years  63  8 (12.7) 18 (28.6) 1 (1.6) 
40 – 59 years  46  5 (10.9)  6 (13.0) 0 
60 yrs and above  17  7 (41.2)  2 (11.8) 0 
Total     217 24 (11.1) 51 (23.5) 1 (0.5) 
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3.4 Pattern of current use of Tobacco 

 

Table 18 shows tobacco product used currently and frequency of use.  Khaini was most 

commonly used product.  The majority, 75.9% were using tobacco everyday.  

 

Table (18) Product used currently and frequency of use 

 

 
    Products used currently * 
 

Frequency  
n = 327 Percent 

Cigarette 73 30.8 
Bidi 37 15.6 

Khaini        121 51.1 
Gutka 50 21.1 

Panmasala 10  4.2 
Zarda pan 34 14.3 
Others * *  2    0.8 

 
Frequency of use 
                                                             n = 237 

1 -7 days   6 2.5 
8 – 12 days 18 7.6 
13 - 20 days 24  10.1 
21 – 29 days   9  3.8 
All 30 days        180 75.9 

           

           * Some people were using more than one product so the percentage will not add up  

             to 100                                  

            * *  Snuff and Arecanut mixed with zarda  
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Table 19 shows current use in relation to age of initiation, reason to start tobacco use and 

introduction to tobacco.  The majority have initiated tobacco use by the age of 19yrs. 

Majority, 75 %, of patients started using tobacco due to peer pressure and 83.1 % were 

introduced to tobacco product by their friends.  

 

Table (19) Age of initiation, reason to start tobacco use and introduction to tobacco 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

              

 

 

*  Influence of Parents, Siblings and Spouses. 

 * * To prevent dental caries .To keep body warm. 

 
 

Table 20 shows whether current tobacco users want to quit their habit, reason for wanting 

to or not wanting to quit, person to be approached for quitting and whether they ever tried 

Age of initiation       Frequency Percent 

14 yrs and below 86 36.3 
15 – 19 yrs 95 40.1 
20 – 29 yrs 42 17.7 

30 yrs and above 14 5.9 
Total 237 100 

 
Reason to start tobacco use 
 
For Fun 5 2.1 
Curiosity 14 5.9 
Peer Pressure              177 74.7 
Media Influence  4 1.7 
Stress of Work 8 3.4 
Personal Problem 9 3.8 
Familial Influence *  18 7.6 
Others * *   2 0.8 
Total              237       100 
 
Introduction to tobacco 
 
Self 24 10.1 
Friend 197 83.1 
Parent/sibling/spouse 16 6.7 
Total              237       100 
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to quit. Out of 237 current tobacco users, 86.5 % wanted to quit.  Those who have no 

desire to quit felt that it was not harmful or they could not do without it. An 

overwhelming majority, 71.2 % felt that they need self will power to quit.  The majority 

(59.9%) have tried to quit. 

Table (20) Desire to quit, reason for wanting to/ not wanting to quit and help for 

quitting 

Figures in bracket are percentage. 

 

 

 

 

3.5 Present complaints 

 
Attitude towards quitting 

Current use 

     Men   
 

Women   
 

Total  

 
Do you want to quit tobacco use?                n = 161                 n= 76                    n = 237 

Yes 142 (88.2) 63 (82.9) 205 (86.5) 
No 19 (11.8) 13 (17.1) 32 (13.5) 

 
Reason for  wanting to quit                          n = 142                n = 63                  n = 205 

Harmful to health 105 (74.0) 39 (61.9) 144 (70.2) 
My family doesn’t like it 10   (7.0)   7 (11.1)   17  (8.3) 

To save money  6   (4.2) 3 (4.7)      9  (4.4) 
Bad habit 11  (7.7) 11 (17.5)   22 (10.7) 

Discoloring of teeth 10  (7.0) 3 (4.8)  13 (6.3) 
 
Reason for not wanting to quit                       n =19                 n = 13                n = 32 
         Not harmful to health 15 (78.9) 9 (69.2) 24 (75.0) 

Can’t do without it 4 (21.1) 4 (30.8) 8 (25.0) 
 
Person to be approached                               n = 142                n = 63                  n = 205 

Friends 10 (7.0) 5 (7.9) 15 (7.3) 
Relatives 0 (0) 1 (1.6) 1 (0.5) 
Doctors    32 (22.5) 11 (17.5) 43 (21.0) 

Self (will power) 100 (70.4) 46 (73.0) 146 (71.2) 
 
Ever tried to quit?                                            n = 161            n = 76                    n = 237 

Yes 109 (67.7) 33 (43.4) 142 (59.9) 
No        52 (32.3) 43 (56.6) 95 (40.1) 
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Table 21 shows tobacco use in relation to present complaints. Respiratory and 

Cardiovascular complaints were more among current tobacco users than non-users. 

 

Table (21) Current tobacco use in relation to present complaints 

 

Present complaints 
 

Current tobacco use 
     Yes         No 

Respiratory System 53 (22.4) 43 (16.3) 
Cardiovascular System 51 (21.5) 37 (14.0) 
GI and Urinary Tract 33 (13.9) 35 (13.3) 

Injuries  48 (20.3) 64 (24.2) 
Skin, Eye, ENT and other 

systems 52 (21.9) 85 (32.2) 

 

 

Table 22 shows whether doctor in GOPD asked about patient’s tobacco use and whether 

any doctor ever advised to quit tobacco. Only 5.1 % of patients reported that, they were 

asked about their tobacco use by the doctor in OPD during this current visit. Only 25.7% 

said they were advised to quit by some doctor.     

     

Table (22) Whether doctor asked about tobacco use and if any doctor ever advised 

to quit 

       

 
Did doctor in OPD ask about tobacco use? * 

Frequency 
n = 237 Percent 

Yes 12 5.1 
No 225 94.9 

 
Has any doctor ever advised you to quit tobacco?**    

Yes 61 25.7 
No 176 74.3 

       * In this current visit.     

* * During life time 
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3. 6 Past use of tobacco 

 
Table 23 shows men and women past users in relation to age, marital status and religion. 

Percentage of past use was higher among women than men. Among men majority of past 

users were in age group 40 – 59 yrs, and this pattern was similar among women also. 

Married men and women were more likely to be past users than unmarried men and 

women. Buddhists men (51.4%) and women (60%) were more likely to be past users and 

Hindu men (7.8%) and women (11.3%) were least likely to be past users. 

 
Table (23) Past use in relation to sex, age, marital status, and religion 

 

 
 

 

 

 

 

 
Variables 

 
Total Men Past user 

Men 
Total 

Women 

 
Past user 
Women 

 
Sex 284 63 (22.2) 217 64 (29.5) 

 
Age 

13 – 25 yrs 109 13 (11.9) 91 27 (29.7) 
26 – 39 yrs    81 18 (22.2) 63 13 (20.6) 
40 – 59 yrs   69 26 (37.7) 46 21 (45.6) 

60 yrs and above   25 6 (24.0) 17 3 (17.6) 
 
Marital Status 

Unmarried 130 11 (8.5)   83 15 (18.1) 
Married 154 52 (33.8) 134 49 (36.6) 

 
Religion 

Hindu 179 14 (7.8) 124 14 (11.3) 
Buddhist   70 36 (51.4)  60 36 (60.0) 

Christian/Muslim   35 13 (37.1)  33 14 (42.4) 
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Table 24 shows reason to start, duration of use and reason to quit among men and women 

past tobacco users. Peer pressure was the most common reason to start tobacco use 

between both sexes. Among women 7.8% have used tobacco due to pregnancy craving. 

Majority of men  (42.9%) have quit to improve health, where as women have quit due to 

unavailability of product, familial pressure or religion. 
 

Table (24) Past use in relation to reason to start, duration of use and reason to quit 
 

                     

       * 1. To save money. 2. Due to discoloration of teeth. 3. Stopped after delivery. 

 

3.7 The factors influencing the tobacco use 

 
Past use 

 

Variables Men n = 63 

 
Women  
n = 64 

 

Both 
n = 127 

 
Reason to start tobacco 

For fun 1   (1.5) 3 (4.7) 4 (3.1) 
Curiosity 6    (9.5) 11 (17.2) 17 (13.4) 

Peer pressure        45  (71.4) 39 (60.9) 84 (66.1) 
Media influence 2    (3.2)        0 2 (1.6) 
Stress of work 3    (4.8)        0 3 (2.4) 

Personal problem 3   (4.8)  1   (1.6) 4 (3.1) 
Familial influence 3   (4.8)  5   (7.8) 8 (6.3) 
Pregnancy craving          0  5   (7.8) 5 (3.9) 

 
 Duration of tobacco use 

< 1 year 4 (6.3) 14 (21.9) 18 (14.2) 
1 yr – 5 yrs 33 (52.4) 32 (50.0) 65 (51.2) 
6 – 10 yrs 13 (20.6) 4 (6.2) 17 (13.4) 
> 10 yrs 13 (20.6) 14 (21.9) 27 (21.2) 

  
Reason to quit tobacco use 

To improve health 27 (42.8) 8 (12.5) 35 (27.5) 
My family didn’t like it 12 (19.0) 13 (20.3) 25 (19.7) 

Doctor’s advise 10 (15.9) 4 (6.3) 14 (11.0) 
Due to religion 9 (14.3) 13 (20.3) 22 (17.3) 
Not available 3 (4.8) 14 (21.9) 17 (13.4)  

Others * 2 (3.2) 12 (18.7) 14 (11.0) 
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Bivariate analysis was done between the dependant variable, i e Tobacco use and 

independent variables. From the bivariate analysis, it was found that current use of 

tobacco was correlated with sex (p<0.001), religion (p=0.006), occupation (p=0.004), 

community status (p=0.011), marital status (p=0.007), alcohol consumption (p=<0.001), 

awareness of passive smoking (p=0.039), and present complaints (0.016).  

   

 The prevalence of current tobacco use was higher in men compared to women and this 

difference was statistically significant (p <0.001) (Table 25). 

 

Table (25) Current Tobacco use in relation to sex 
  

 

 

 

 

 

 

 

Current use of tobacco showed difference by religion and it was significant (p = 0.006) 

The prevalence of current use was higher among Hindus (Table 26). 

Table (26) Current Tobacco use in relation to religion 

 

Religion n = 501 
 Current user Percent within religion 

   Hindu 303 159 52.5 
Buddhist 130 56 43.1 

Christian/ Muslim 68 22 32.4 
p = 0.006 

 

 

 

Occupation showed statistically significant association with current use (p = 0.004). 

       Sex 
 n = 501 Current user Percent within sex 

Male 284 161 56.7 
Female 217 76 35.0 

p < 0.001 
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The percentage of current use of tobacco was highest among those who were in private 

service  (Table 27). 

 

Table (27) Current use in relation to occupation 

 

Occupation n = 501 Current user Percent within occupation 
 

Unemployed 111 44 39.6 
Private 
service/Business 94 60 63.8 

Government service 101 41 40.6 
Student 73 33 45.2 
Others 122 59 48.4 

p = 0.004 
 

 

 

Community status showed statistically significant association with current use of tobacco  

(p = 0.011). The prevalence of current use of tobacco was lowest in schedule tribe (Table 

28). 

Table (28) Current Tobacco Use in relation to community status 

 

Community status 
 n = 501 Current user Percent within community status  

Schedule Tribe 138 57 41.3 
Schedule Caste 61 32 52.5 

Other Backward class 255 116 45.5 
Others 47 32 68.1 

p = 0.011 
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Patients who were unmarried, currently used tobacco more than those who were married, 

and this difference was statistically significant (p = 0.003) (Table 29).   

 

Table (29) Current use in relation to marital status 

  
   Marital Status 

 
  n = 501 

 
Current 

Tobacco use 
 

 
Percent within 
marital status 

Unmarried 213 117 54.9 
Married 288 120 41.7 

  p = 0.003 
 

 

 

The percentage of current use of tobacco was more among those who take alcohol. This 

difference by alcohol use was highly significant (p < 0.001) (Table 30). 

              

Table (30) Current use in relation to alcohol intake 

 

 
Alcohol intake 

 
n = 501 

 
Current users 

 
Percent within alcohol intake 

 
Yes 226 140 61.9 
No 275 97 35.3 

  p < 0.001 
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The percentage of current use of tobacco was higher in those men who were using alcohol 

and this was highly significant (p < 0.001). Among women also percentage of current use 

was higher in those who were using alcohol and this was also significant (p < 0.038) 

(Table 31) 

Table (31) Sex wise current use in relation to alcohol intake 

Alcohol intake n = 284  Current user (male) 
 
Percent within 
alcohol user 

Yes 153 108 70.6 
No 131 53 40.5 

 p < 0.001 

Alcohol intake 
 
n = 217 
 

Current use (female) Percent within 
alcohol user 

Yes 73 32 43.8 
No 144 44 30.6 

 p = 0.038 
 

Awareness of harmful effects of passive smoking showed significant association with 

current use (p = 0.039). The percentage of current use of tobacco was highest among 

those who felt that passive smoking was not harmful than those who felt it was harmful 

(Table 32). 

Table (32) Current use in relation to awareness of passive smoking 

 

Inhaling smoke from 
other people’s 

cigarette/bidi is harmful 
to your health. 

 
 

n = 501 
 

 
Current 

tobacco use 

Percent within 
awareness of 

passive smoking 
 

Yes 127 56 44.1 
No 48 31 64.6 

Don’t know 326 150 46.0 
   p = 0.039 
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The percentage of current use of tobacco was lowest in women who knew passive 

smoking was harmful to health and this difference was significant (p = 0.012) (Table 33) 

 

Table (33) Women current user in relation to awareness of passive smoking 
 

Passive smoking 
harmful n = 217 Current user 

(female) 

 
Percent within awareness 
of passive smoking  

Yes 45 9 20.0 
No 172 67 38.9 

 p = 0.012 
 

 

 

Current use of tobacco showed difference by present complaints and it was significant 

(0.016). Respiratory and cardiovascular complaints were more prevalent among current 

tobacco users than non-users (Table 34). 

 

Table (34) Current use in relation to present complaints 
 

 
Present complaints 

 
n = 501 Current user Non user 

Respiratory system 96 53 (22.4) 43 (16.3) 
Cardiovascular system 88 51 (21.5) 37 (14.0) 
G I and Urinary Tract 68 33 (13.9) 35 (13.3) 

Injuries 112 48 (20.3) 64 (24.2) 
Skin, Eye, ENT and others 137 52 (21.9) 85 (32.2) 
 p = 0.016 
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3.8 Multivariate analysis of factors associated with current tobacco use 

For finding the extent of influence of various correlates on tobacco use, multiple 

regression analysis was done. Dependant variable current use of tobacco was analyzed. 

The independent variables, which was found to be significantly associated with the 

dependant variable, during bivariate analysis were sex, religion, occupation, community 

status, marital status, alcohol consumption, awareness of passive smoking and present 

complaints. 
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Table (35) Results of multivariate analysis of current tobacco users 

 
 
 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 
Variables 

 
p value 

 
Odds Ratio 

 
95.0% C.I. 

Lower Upper 
   Sex  
 

Female  1   
Male . 000 2.305 1.594 3.305 

 Marital Status 
 

Married  1   
Unmarried .003 1.706 1.194 2.439 

    Religion 
 

Christian/Muslim  1   
Buddhist .144 1.582 .855 2.927 

Hindu .003 2.308 1.324 4.024 
 Community Status 
 

Schedule Tribe  1   
Schedule Caste .146 1.568 .855 2.875 

Other Backward Class .425 1.186 .780 1.803 
Others .002 3.031 1.504 6.108 

Occupation 
 

Unemployed  1   
Business/Private service .001 2.712 1.532 4.802 

Students .451 1.268 .683 2.355 
Government service .842 1.059 .603 1.858 

Others .204 1.404 .832 2.372 
 Alcohol consumption 
 

No  1   
Yes .000 2.987 2.073 4.303 

 Other people’s smoke is harmful 
 

Yes  1   
No .024 2.253 1.114 4.558 

Don’t know .878 1.035 .667 1.606 
 Present complaints 
 
Skin, Eye. ENT and Others  1   

Respiratory system .010 2.015 1.186 3.423 
Cardiovascular System .004 2.253 1.305 3.890 
GI and Urinary Tract  .149 1.541 .856 2.774 

Injuries .433 1.226 .737 2.040 
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Compared to women, men were 2.3 times more likely to use tobacco currently and it was 

statistically significant (OR = 2.3;  95% C I = 1.5 – 3.3). 

 Compared to married, unmarried people were 1.7 times more likely to be current users 

and it was significant (OR = 1.7; 95% C I = 1.2 – 2.4). 

 Hindus were 2.3 times more likely to use tobacco currently compared to Christians/ 

Muslims and it was significant (OR = 2.3; 95% C I =1.3 – 4.0).  

Compared to Schedule tribe, others were 3 times more likely to use tobacco currently and 

it was significant (OR = 3.0; 95% CI = 1.5 – 6.1). 

Compared to unemployed, those who were in business or private service were 2.7 times 

more likely to be current users and it was significant (OR = 2.7; 95% CI = 1.5 –4.8). 

Those who consume alcohol were 2.9 times more likely to be current users than who do 

not consume alcohol and it was statistically significant (OR = 2.9; 95% CI = 2.0 – 4.3).  

Those who felt passive smoking was not harmful were 2.2 times more likely to be current 

users than those who felt passive smoking was harmful and it was significant (OR = 2.2; 

95% CI = 1.1 – 4.5). Compared to complaints of other systems, current users were 2 times 

more likely to have respiratory complaints (OR= 2.0; 95% CI = 1.1 – 3.4) and 2.2 times 

more likely to have cardiovascular complaints and it was significant  (OR = 2.2; 95% CI 

= 1.3 – 3.8).  

 

 

 

 
 
 
 

 
 
 
 



 47 

3.9 Doctor's perspective 

To support this study, doctors’ prespective was taken.  There were 84 doctors in State Referral 

Hospital, Self-administered questionnaire were given to 65 doctors, 19 doctors could not be  

contacted, because they were either on training or on leave. Out of 65, response was received  

from 58 doctors, the response rate was 89.2%.  

The majority, 40 % of doctors were MD/MS and 38% were MBBS. Out of 58 doctors 

17.2% were current tobacco users, 25.9% were past users and 56.9% were never users. 

Among current users smoking was more prevalent (60%). About tobacco related diseases, 

the awareness level of doctors were - Tuberculosis 51.7%, COPD 84.5%, Infertility 

65.5%, Sudden infant death syndrome 34.5% and Cancer of urinary bladder 32.8%. Only 

26% of doctors said that they always ask their patients about tobacco use. 67% said that 

they always advice patient against tobacco use when patient presents with 

symptoms/confirmed diagnosis of tobacco related diseases. Only 29% said that they 

always advice patient against tobacco use when tobacco user patient has no symptoms. 

Only 26% said that they always ask tobacco users patients, whether they want to quit 

using tobacco use. Only 24.1% of doctors felt that tobacco has maximum disease burden 

globally compared to Alcohol related diseases, HIV/AIDS, Tuberculosis and Malaria. 

Doctors’ perception of harmful tobacco product was as follows.  

Khaini- moderately harmful (38%),  Gutka – moderately harmful (40%), least harmful 

(5%); Zarda pan – moderately harmful (43%), least harmful (7%); Panmasala – 

moderately harmful (45%), least harmful (7%); Snuff- moderately harmful (45.6%), least 

harmful (14%). It shows that doctors do not consider chewing tobacco as harmful as 

smoking. 

The majority (76.2%) of doctors said they agree that tobacco use is one of the serious 

public health problems in the world. 57% felt that tobacco related diseases would increase 
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in Sikkim in future. To tackle the problem of tobacco related diseases, the majority (82%) 

of responses were for IEC, while only 9% responses were for counseling and cessation 

clinic.  

Tables are given in annexure 1. 
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4.DISCUSSION 

 
This study examined the extent of any tobacco use in a sample of patients, attending 

General Out Patient Department, in the State Referral Hospital, Gangtok, Sikkim. Overall 

47.3% respondents were found to be using any form of tobacco currently, out of which 

56.7% were men, and 35% were women. Prevalence was higher among men than 

women. This is consistent with other findings.13, 47, 48   Tobacco use among men is 

socially acceptable, while there is a taboo for women and this may be the reason for 

higher prevalence among men than women.  

The prevalence of current smoking was 12.4% (13.4% men, 11.1% women), chewing 

tobacco was 26.9% (29.6% men, 23.5% women), both forms 8% (13.7% men, 0.5% 

women).  

Similar studies on prevalence of tobacco use among out patients could not be found on 

Internet search to compare the study. 

There are no published studies on tobacco use among outpatients in Sikkim to compare 

the results. It was hospital-based study and tobacco users have a higher chance of getting 

illness so they are more likely to come to the hospital. Thus this study could not be 

compared with NFHS 2 Sikkim, a community-based study, which reported a prevalence 

of smoking, 20% among men, and 8% among women and chewing tobacco 40% among 

men and 19% among women. 

Chewing tobacco was more common than smoking and this pattern was observed in other 

parts of India as well as in south Asia.47, 48, 49  

Current use was more prevalent among Hindus than other religions. This pattern was 

similar in both men and women.  

Similar findings were seen in other parts of the country.47, 49 This may be due to the fact 

that there is no restriction on tobacco use among Hindus. In Buddhism, tobacco use is 
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considered as sin. This may be the reason for lower percentage of current users among 

Buddhist as compared to Hindus. Low prevalence of tobacco use was found among 

Buddhists in Bhutan.14 Survey of socio-demographic of tobacco use in Bombay showed 

higher prevalence among Buddhists, but they were new Buddhists who were scheduled 

caste converted to buddhism.48 

Among four communities, prevalence of current use was lowest among schedule tribe, 

than other communities. This may be linked to religion because majority of schedule 

tribes were Buddhists. Other studies show that tobacco use was more prevalent among 

schedule tribe and schedule caste. 46, 47 

Current use was more prevalent among illiterate people than those who have received 

some level of education. Other studies have also revealed that tobacco use among men 

and women was negatively related to person’s level of education.13,  47, 48, 50  

Unmarried people were more likely to be current user than married people and this 

pattern was similar between men and women. Marriage may motivate people to quit 

tobacco use because in this study quit rate (past use) was higher among married people 

(36.6%) than unmarried (18.1). 

People in business or private services were more likely to be current user (63.8%) than 

unemployed (39.6%). This may be due to the fact that people in business and private 

services have more access to money. 

Among women, current use was more prevalent in unemployed and women with lowest 

per capita monthly income. Similar findings were seen in other studies also13, 50,51. 

Among men there was not much difference in prevalence of current use between lower 

and higher per capita monthly income groups i.e. 57.3% and 56.7% respectively.  

Current use of tobacco was more prevalent (62%) among those who were using alcohol. 

This pattern was similar among men and women. This is consistent with findings from 
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other studies, which have shown close association between smoking and drinking 

habits.38.52 Clinical studies have found that concurrent alcohol and tobacco use 

significantly enhances the risk of certain cancers, particularly of oral cavity (National 

Institute on Alcohol Abuse and Alcoholism 1998) and can adversely affect 

cardiovascular health.53 Report from National Household Survey on Drug Abuse 

(NHSDA) and the National Co- morbidity Survey in US showed that alcohol use 

influence tobacco use and vice versa, not only in the individual but also within a 

community.53 Ethnographic studies have reported the role of social customs and habits as 

determinants of concurrent alcohol and tobacco use.53 In Sikkim, alcohol use is socially 

accepted, hence there is a need for community based interventional program. 

 The most commonly used tobacco product was Khaini (51.1%) and the next was 

Cigarette (30.8%). 

The majority 75.9% of the current users has used it on all 30 days in the one month 

preceding the study.  

By the age 14 years, 36.3% of current users had already initiated tobacco use and 40.1% 

had started between 15 – 19 yrs of age. This finding is consistent with findings of other 

studies, which shows that tobacco use in most cases is a behavior begun in adolescence, 

and that more and more young people are taking up tobacco habit at a younger age.6, 38, 40  

The most common reason to start tobacco was peer pressure in all age groups and both 

sexes. Introduction to tobacco use in majority (83.1%) of cases was by friends. This is 

similar to the findings of other studies which have shown that, peer pressure and having 

friends who use tobacco, are important factors, which influence the decision to use 

tobacco.33, 38  

The overwhelming majority, 86.5%, had a favorable attitude towards quitting, and half 

(59.9%) of them even tried to quit. Some 21% felt that they needed doctor’s assistance in 
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quitting, while majority (71.2%) felt that strong willpower was needed for quitting, they 

felt that other people’s assistance would not help in quitting. This shows that people were 

not aware of the fact that doctors can help them in quitting. 

Percentage of current use was lowest among those who were aware of harmful effects of 

passive smoking. Women who felt passive smoking was harmless were more likely 

(58.8%) than women who felt it was harmful (20%) to be a tobacco user. Widespread 

information about harmful health effect of tobacco may help in tobacco control. 

Very low percentage of current users (5.1%), were asked by doctors about their tobacco 

use. Although majority of current users wanted to quit only one fourth (25.7%) of current 

users have been told to quit by any doctor in their lifetime. One study on smoking habits 

of Emergency Department patients in USA showed that many of the patients were ready 

to quit but they have never been told by a physician to do so.54  

Respiratory and Cardiovascular complaints were higher among current tobacco users. 

This illustrates that their illnesses were attributable to tobacco use because commonest 

tobacco related diseases are cardiovascular diseases, respiratory diseases especially 

COPD and cancer. 14,28, 29 

The percentage of past user was 25.3%, out of which 22.2% were men and 29.5% were 

women. Studies have shown that percentage of former smoker have increased over the 

past 2 to 3 decades in high income countries and today about 30% of the men are former 

smoker. In contrast, male percentage of former smokers was low in low-income 

countries.8 In present study, percentage of past user was higher (66.2%) in age group 40 – 

59yrs, it was 40.8% among those below 39yrs. Studies have shown that even in middle 

age, stopping smoking substantially increased the subsequent expectation of life and 

those who stopped before 35 yrs of age had an expectation of life that was not 

significantly different from that of non-smoker8.  
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Among women past users, 7.8% had smoked only during pregnancy due to pregnancy 

craving and they stopped it after delivery. This is a matter of great concern and needs 

urgent attention because smoking during pregnancy is associated with increased risk of 

complication to both mother and fetus. Infants born to women who smoke during 

pregnancy have lower birth weight, which is associated with increased risk for neonatal, 

perinatal and infant morbidity and mortality.33, 34   

Among past users, 27.5% have stopped tobacco use to improve health. 19.7% have 

stopped due to familial pressure. This illustrates that family may play a positive role 

therefore family should be motivated to help tobacco user in quitting. 11.0% have 

stopped on doctor’s advise and this shows that doctors are in a unique position to help 

their patients to stop tobacco use, because their advise on health matters is trusted more 

than anyone else.55 13.3% have stopped tobacco use due to unavailability of the product 

and it was Gutka. This illustrates that Government’s prohibition on sale of Gutka has 

positive effect. This effect would have been more if it was banned in the neighboring 

state of West Bengal too, because many people get Gutka from West Bengal. The reason 

to quit tobacco (Gutka) due to unavailability was 21.9% among women, while it was only 

4.8% among men and this may be due to the fact that men have easy access to black-

market. 

 

Out of 58 doctors who responded through self-administered questionnaire, 17.2% were 

current tobacco users and smoking was predominant (60%) mode of use. Doctors were 

not fully aware of tobacco related diseases, this may affect while making linkages 

between patient’s disease and tobacco use. Result shows that many doctors perceived that 

smokeless tobacco is not as harmful as smoking. It has serious implications, as smokeless 

tobacco user patients may not get advice to quit tobacco from doctors. The doctors need 
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more information on tobacco related diseases and smokeless tobacco. Majority said IEC 

is needed to tackle the problem of tobacco related diseases in future and only 9% felt that 

counseling and cessation clinic is needed. This may show that clinicians feel tobacco 

control is the responsibility of public health personnel rather than clinicians. 
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5.CONCLUSIONS AND RECOMMENDATIONS 
 

Nearly half of the sample outpatients were current users of tobacco. Prevalence was high 

among men as well as women. Tobacco chewing was predominant than smoking. Khaini 

was the most commonly used product followed by cigarette. The socio-demographic 

factors like sex, religion, occupation, community status, marital status and alcohol 

consumption influenced the tobacco use. Peer pressure was the commonest reason to 

initiate tobacco use. Respiratory and Cardiovascular complaints were higher among 

tobacco users than non-tobacco users. More than three-fourth of patients desired to quit 

and many of them have even tried to quit unsuccessfully. There is an urgent need to help 

those people to quit their tobacco use habit. Thus cessation clinic is recommended. 

 Very few patients (5%) were assessed of tobacco use by doctors in GOPD. Only one-

fourth of patients had received advice to quit tobacco use from doctors in their lifetime. 

Therefore, there is a need to sensitize the doctors to assess tobacco use among patients, 

counsel them to quit and treat nicotine dependency. Since large number of tobacco users 

is in contact with doctors, OP settings are a suitable place to implement tobacco cessation 

interventions.  

Some women used smoking only during pregnancy due to pregnancy craving; 

appropriate intervention is needed at antenatal clinic. Every pregnant women need to be 

assessed of tobacco use and information about harmful health effects of tobacco 

especially on reproductive health and counseling on quitting should be provided at 

antenatal clinics. 
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Annexure 
 

Doctors’ Perspective 
                                            

Table (1)  Qualifications. 
 

 
Qualification 

 

 
n = 58 (%) 

MBBS 22 (37.9) 
MBBS with Diploma  6  (10.3) 

MD/ MS 23  (39.7) 
DM 1  (1.7) 
BDS 4  (6.9) 
MDS 2 (3.4) 

 
 

Table (2) Tobacco use among doctors. 
 

 
Tobacco use 

 

 
n = 58 (%) 

Never users 33 (56.9) 
Past users 15 (25.9) 

Current users 10 (17.2) 
 Currently used tobacco product 

Smoking form 6  (60.0) 
Chewing 4 (40.0) 

 
 
             

Table (3) Perception of harmful tobacco product 
 

 
Tobacco product 

 

 
Harmful 

 
Moderately 

harmful 

 
Least 

harmful 

 
Harmless 

Cigarette 57 (98.3) 1 (1.7) 0 0 
Bidi 55 (94.8) 3 (5.2) 0 0 

khaini 36 (62.1) 22 (37.9) 0 0 
Gutka 32 (55.2) 23 (39.7) 3 (5.2) 0 

Panmasala 28 (48.3) 26 (44.8) 4 (6.9) 0 
Zardapan 29 (50.0) 25 (43.1) 4 (6.9) 0 

Snuff 22 (37.9) 27 (45.6) 8 (13.8) 1 (1.7) 
 
 
 
 
 



Table (4) Awareness about some tobacco related diseases 
 

 
Some tobacco related diseases 

 

 
Yes 

 
No 

 
Don’t know 

Sub mucus fibrosis 47 (81.0) 7 (12.1) 4 (6.9) 
Tuberculosis 30 (51.7) 27 (46.6) 1 (1.7) 

Chronic obstructive pulmonary disease 49 (84.5) 7 (12.1) 2 (3.4) 
Rheumatic heart disease 6 (10.3) 48 (82.8) 4 (6.9) 

Atherosclerosis 43 (74.1) 11 (19.0) 4 (6.9) 
Ischaemic heart disease 47 (81.0) 9 (15.5) 2 (3.4) 

Infertility 38 (65.5) 13 (22.4) 7 (12.1) 
Impotency 39 (67.2) 15 (25.9) 4 (6.9) 

Spontaneous abortion 42 (72.4) 11 (19.0) 5 (8.6) 
Premature delivery 41 (70.7) 7 (12.1) 10 (17.2) 

Low birth weight baby 52 (89.7) 5 (8.6) 1 (1.7) 
Sudden infant death syndrome 20 (34.5) 27 (46.6) 11 (19.0) 

Ca esophagus 44 (75.9) 11 (19.0) 3 (5.2) 
Ca liver 6 (10.3) 41 (70.7) 11 (19.0) 

Ca urinary bladder 19 (32.8) 30 (51.7) 9 (15.5) 
  
 

Table (5) How often doctors ask any patient about tobacco use and advice quitting. 
 

 
How often do you ask any patient about or assess tobacco use? 

 

 
n = 58 (%) 

Never 1 (1.7) 
Sometimes 11 (19.0) 

Usually 31 (53.4) 
Always 15 (25.9) 

How often do you advise patient against tobacco use when patient presents 
with symptoms / confirmed diagnosis of tobacco related disease? 

 

 

Sometimes 5 (8.6) 
Usually 14 (24.1) 
Always 39 (67.2) 

How often do you advice patient against using tobacco when tobacco user 
patient has no symptoms and do not raise the question of tobacco use? 

 

 

Sometimes 16 (27.6) 
Usually 25 (43.1) 
Always 17 (29.3) 

How often do you ask patients who report tobacco usage, whether 
they want to quit using tobacco ? 

 

 

Sometimes 25 (43.1) 
Usually 18 (31.0) 
Always 15 (25.9) 



 
 

Table (6) Perception about patient’s tobacco use 
 

In your opinion what % of your patients are 
using tobacco? 

 

 
     n = 58 (%) 

Don’t know 23  (39.6) 
< 20 % 3  (5.2) 

21-40 % 11  (18.9) 
41 – 60% 14  (24.1) 

> 60%   7 (12.1) 
Total 58  (100) 

 
  
 

Table (7) Awareness about disease burden of tobacco use 
 

In your opinion which of the following diseases has maximum 
disease burden globally? 

 
n = 58 (%) 

 
Alcohol related diseases 16  (27.6) 

HIV/ AIDS 9  (15.5) 
Tobacco related diseases 14  (24.1) 

Tuberculosis 19 (32.8) 
Total 58 (100) 

 
 
 

Table (8) Perception about problem of tobacco use in Sikkim 
 

Rank following in order of 
importance in terms of public 

health problem in Sikkim 
 

Rank 
 

1st 
 

2nd 
 

3rd 
 

4th 
 

5th 

Alcoholism 37 (63.8) 18 (31.0) 3 (5.2) 0 0 
Drug abuse 1 (1.7) 8 (13.) 13 (22.4) 21 (36.2) 15 (25.9) 
Tobacco use 3 (5.2) 8 (13.8) 29(50.) 14 (24.1) 4 (6.9) 
Unsafe sex 0 1 (1.7) 1 (1.7) 18 (31.0) 38 (65.5) 

Tuberculosis 17 (29.3) 23 (39.7) 12 (20.7) 5 (8.6) 1 (1.7) 
Total 58 (100) 58 (100) 58 (100) 58 (100) 58 (100) 

 
 
 
 
 
 
 
              



Table (9) Perception about problem of tobacco use and how to tackle it 
 

Tobacco use is one of the most serious public 
health problems in the world. 

 

 
n = 58 (%) 

Strongly agree 39 (67.2) 
Somewhat agree 18 (31.0) 

Some what disagree          1   (1.7) 
Strongly disagree 0 

Undecided 0 
Do you think tobacco related diseases will 

increase in Sikkim in future ? 
 

 
 

Yes 33 (56.9) 
No 10 (17.2) 

Don’t know 15 (25.9) 
      If yes, what additional facilities will you 
       need to tackle the problem? 

 
IEC 27 (81.8) 

Ban on sale of all tobacco products 5 (15.1) 
Counseling and cessation clinic 3 (9.1) 

More health centers 2 (6.1) 
Cancer hospital 1(3.0) 

Training of health personals   1 (3.0) 
High tax on tobacco products 2 (6.1) 

Ban on smoking in public places 2 (6.1) 
 
  
       
  

Table (10) Whether received training to tackle the problem of tobacco use 
 

Have you undergone any specific training to 
tackle the problem of tobacco use? 

 

 
n = 58 (%) 

Yes 3  (5.2) 
No 55 (94.8) 

Total 58 (100) 
 
 
 
 
 
 
 
 

 



Tobacco use and its correlates among patients attending general out patient department 
In State Referral Hospital, Gangtok, Sikkim 

                              
                                   Achuta Menon Center for Health Science Studies 
Sri Chitra Tirunal Institute of Medical Science and Technology, Thiruvanathapuram, Kerala 
695011 

 
                                                                         Interview schedule          

 
                                                                                                
 

 
 

  Sr. no.                   (1) Sex 1. M. 2.F              (2) Age in completed years. 
                                       
      (3) Religion: 1 Hindu. 2. Buddhist; 3.Christian; 4.Muslim; 5.Other (specify)---------------------- 
         
       (4) Community status: 1.Schedule tribe; 2.Schedule caste; 3.Other backward class;  
                                     4.Other (specify)-------------------------    
       
      (5) Literacy Status:  --------------------------------------------. 

 
       (6) Marital Status: 1.Unmarried; 2.Married; 3.Separated; 4.Divorced; 5.Widowed         
    
       (7) Occupation: 1.Unemployed; 2.Private service/Business; 3.Government service; 
             4.Student; 5.Other (specify)---------------- 
 
       (8) Size of household: ----------- 
 
       (9) Total household monthly income: ----------------                                                                        
 
       (10) What is your present complaint? 
 
                    ------------------------------------------------------------------- 
     
       (11) Does anybody in your family use any form of tobacco?      1.Yes               2.No 
                 

        
 
 
 
 
 
 
 

Declaration: 
The information collected using this schedule will be kept confidential and will be used only for 
research purposes. Individual information will not be disclosed to anyone under any circumstances. 
                                                                                                                          Principal investigator. 



 
(12) If yes, what form of tobacco does he/she use? 
 
 Father Mother Brother Sister Spouse Other (specify) 
Cigarette       
Bidi       
Zarda pan       
Khaini       
Gutkha       
Pan masala       
Other (specify)       

 
(13) Do you think using tobacco has beneficial effects?     

                    1.Yes.                    2.No.                   3.Don’t know.   
     
            (14) If yes, what are the beneficial effects?  
                  1.Controls weight.             2.Reduces stress                 3.Helps to concentrate        
                  
                  4.Helps in digestion.                5.Others (specify)------------------------------------ 
 
            (15) Do you think using tobacco is harmful to health?   
                  1.Yes.                       2.No.                         3.Don’t know. 
 
           (16) If yes, which form of tobacco is harmful? 
                  
                1.Cigarette                  2.Bidi                              3.Khaini.                 4.Gutkha.  
 

     5. Pan Masala                6. Zarda Pan.                    7. Other (specify)-------------------.  
 
(17) What are the harmful health effects of tobacco?  

                 
              1.Cancer.           2.  Lung diseases                  3.Tuberculosis               4. Heart diseases           

 
 5. High blood pressure                     6.Other (specify)----------------- 
 
(18) Do you think inhaling smoke from other people’s cigarettes/ bidis is harmful to you? 

                  1.Yes.             2.No.                3.Don’t know. 
             
            (19) Do you think smoking in public places (Offices, Restaurants, etc.) is prohibited in Sikkim?  

       1.Yes.            2.No.              3.Don’t know. 
 
            (20) In your opinion, prohibition on smoking in public places should be there or not?        
                   1.Yes.                        2.No. 

 
 
 



(21) If no, what is your reason for not favoring prohibition on smoking in public places? 
                  1.Smoking in public places is not harmful.   2.Smokers have right to smoke. 
                  3. Other (specify)--------------------------------------------------------------- 
 
           (22). Do you think Gutkha is banned in Sikkim?     
                  1.Yes.               2.No.              3. Don’t know. 
 
           (23). Do you take alcohol? 

         1.Yes.       2.No                                                 
 
(24). Do you use any form of tobacco currently (in last 30days)?      

                     1.Yes.              2.No. 
   
            (25). If yes, what form of tobacco do you use? 
                  1.Cigarette.             2. Bidi.                   3. Khaini.                            4.Gutkha    
                  
                  5. Paan masala                 6. Zarda Pan               7.Other (specify)-----------------------  
 
            (26) During past 30 days, on how many days have you used tobacco product? 
                1) 1 -3days.  2) 4 -7 days.  3) 8 – 12.  4) 13 - 20 days.  5) 21 – 29 days.  6) All 30days. 

 
(27) How much of tobacco do you use per week? 
        1.Number of cigarettes/ week   ------------. 
        2. Number of bidis /week    -----------------. 
        3.Number of packets of khaini/ week-------------. 
        4. Number of packets (small/ big) of Gutka/week-------------. 
        5. Number of packets of pan masala/week-------------------- 
        6. Number of  zarda pan /week 
        7.Other (specify)------------------------.  

 
            (28) How old were you when you first started using tobacco?     ----------------------------. 

 
(29) Why did you start using tobacco? 

                  1.For fun.  2.Curiosity.  3.Peer pressure   4.Media influence.  5.Stress of work.  
                  6.Due to personal problem.    7.Other (specify)------------------------------------. 
 

(30) Who introduced you to using tobacco? 
                   1.Self.    2.Friend.     3.Parent.    4.Relative.       
                   5.Other (specify)---------------------------------------     
 
            (31) Do you want to quit your tobacco using habit?          

       1.Yes.          2.No. 
 
 (32). If yes/ no, why? 

          
                    ------------------------------------------------------------- 



(33). If you want to quit tobacco use, whom would you approach? 
       1.Friends.   2.Relatives.   3.Doctors.  
       4.Others (specify)------------------------------------   
 
(34). Have you ever tried to quit?    1.Yes       2.No 
 
(35) Did the doctor in GOPD ask you about your tobacco use habit?  

                     1.Yes.              2.No 
.     
            (36). Has any doctor ever advised you to quit tobacco use? 
                     1.Yes.              2. No. 
  

(37) If you don’t use any tobacco currently, have you used any tobacco in the past?  
                  1.Yes.           2.No.  

 
(38) If yes, what form of tobacco have you used?    

                  1.Cigarette.                2. Bidi                 3.Khaini                4.Gutkha 
                 
                  5.Pan masala.                 6. Zarda pan.                  7.Other (specify)---------------------. 
             
            (39). Why did you start using tobacco? 
                     1.For fun.  2.Curiosity.  3.Peer pressure   4.Media influence.  5.Stress of work.  
                     6.Due to personal problem.    7.Other (specify)------------------------------------. 

 
(40). How long did you use tobacco?         -------------- 
 
(41). What was the reason for quitting tobacco use? 
         1 To improve health      2.To save money.     3.Because my family didn’t like it. 

                    4. Others (specify)----------------------------------------------                       
                       

(42). Do you think your present illness is related to tobacco use? 
                   1.Yes.             2.No.           3.Don’t know. 
 
             (43) In the past have you had an illness that you think was caused or made worse by tobacco? 
                   1.Yes.             2.No.           3.Don’t know 
 
 

 
      Date of Interview:                                                       Signature of investigator  
       

                                                                           THANK YOU 
 

 
 
 
    



 
                                   Achutha Menon Center for Health Science and Studies 

                                           Sri Chitra Tirunal Institute of Medical Sciences and Technology 
                                                              Thiruvananthapuram, Kerela 695011 
                                               
                                                        Self-administered questionnaire for Doctors 
 
 
  
 
 

    
(1) Qualification and Speciality: ---------------------------------------------.  

 
Please tick “√” on appropriate answer. 

 
           (2). Do you use any form of tobacco?                                  1.Yes.              2.No. 
 
            
           (3). If yes, what form of tobacco do you use? 
            
               1.Cigarette             2. Bidi.                  3. Khaini.                  4. Gutkha                      
 
              5.Pan masala                       6. Zarda Pan.                   7. Other (specify)------------ 
       
         
         (4) If you don’t use any tobacco currently, have you used any tobacco in the past?   
                1. Yes                        2.No        

 
 
 
    (5). Please grade following tobacco products in order of its effect on health. 
 

Types of tobacco Harmful Moderately harmful Least harmful Harmless 
Cigarette     
Bidi     
Khaini     
Gutkha     
Zarda paan     
Snuff     
Other (specify)     

                
 
 
 
 

Declaration: 
The information collected using this interview questionnaire will be kept confidential and will be used only 
for research purposes. Information will not be disclosed to anyone under any circumstances.   
 Principal Investigator. 



 
                   (6). Please tick “√” on appropriate answer. 
    
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
      
 
(7). How often do you ask any patient about or assess tobacco use? 
      1.Never.                  2.Sometimes                  3.Usually                4. Always 
                              .                    
 
(8). How often do you advice patient against tobacco use when the patient presents with 
symptoms/ confirmed diagnosis of tobacco related disease(s)? 
     1.Never.                 2.Sometimes.                    3.Usually.                   4. Always. 
 
 
(9). How often do you advice a patient against using tobacco when the patient is a 
tobacco user who has no symptoms of tobacco related disease(s) and do not raise the 
question of tobacco use? 
      1.Never.                2.Sometimes.              3.Usually.                4. Always 
 
 
(10). How often do you ask patients who report tobacco usage, whether they want to quit 
using  tobacco?  
                       1.Never.            2.Sometimes.                3.Usually.               4. Always 

                 Disease Yes No  Don’t know 

Sub mucus fibrosis    
Tuberculosis    
Chr.obstructive airway disease    
Acute respiratory distress syndrome    
Rheumatic heart disease    
Pericardial effusion    
Atherosclerosis    
Ischaemic Heart Disease    
Infertility    
Impotency    
Spontaneous abortion    
Post Partum Hemorrhage     
Premature delivery    
Low Birth wt baby    
Sudden infant death syndrome    
Ca Esophagus    
Ca Breast    
Ca Liver    
Ca Urinary bladder    



 
(11). In your opinion what proportion of your patients are using tobacco? 
             1. ----------% (Approximately).               2.Don’t know 
 
(12). In your opinion which of the following diseases has maximum disease burden 
globally? 
  1.  Alcohol related diseases               2.HIV/AIDS              3. Tobacco related diseases                          
 
     4. Malaria                 5. Tuberculosis                    6.Other (specify)------------------------- 
 
  
(13). Please rank following in order of importance in terms of public health problem in 
Sikkim. 
       Alcoholism                Drug abuse                 Tobacco use                 Unsafe sex.    
  
      Tuberculosis                      Other (specify)----------------------- 
 
   
(14). Tobacco use is one of the most serious public health problems in the world. 
         
  1.Strongly agree.                 2.Somewhat agree.                 3.Somewhat disagree.  

 
  4.Strongly disagree.                          5 Undecided.   
   
 
  (15). Do you think tobacco related diseases will increase in Sikkim in future? 
          1.Yes.                           2. No.                         3.Don’t know. 
 
    
  
  (16). If yes, what additional facilities will you need to tackle the problem? 
 
          ----------------------------------------------------------------------------------------. 
  
   (17). Have you undergone any specific training to tackle the problem of tobacco use? 
             1.Yes.                       2. No. 
   
 
 
         Date: --------------------------.                                   Place: -------------------------- 
                                                    
 
 
                                           THANK YOU VERY MUCH.  
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